Background: Even though the number of research on tobacco in Vietnam has recently increased rapidly, there remains a lack of reporting on the pattern of quit smoking and its correlates. It is necessary to have scientific evidence on this issue to help the policy makers and the Public Health sector to have appropriate intervention program to enhance the smoke cessation smoke program and improve the health status of the smokers. This study aims to: 1) Describe the pattern of smoking cessation in Vietnam 2010; 2) Examine the association between smoking cessation with some associated factors in Vietnam 2010. Methods: Data used in this paper were obtained from the Global Adult Tobacco Survey (GATS) conducted in Vietnam in 2010. A total of 11,142 households were selected for this survey using a two-phase sampling design analogous to a three-stage stratified cluster sampling. Both descriptive and analytical statistical analyses were carried out. Multivariate logistic regression modeling was performed to examine the association between the patterns of quit daily; quit smoke; attempt to quit and intend to quit among smokers with relevant factors. Results: The prevalence of the different type of cessation among male and female were 23.3% and 28.6% for quit daily; 19.1% and 1.0% for quit; 55.6% and 44.4% for attempt to quit and 29.6% and 19.3% for intend to quit respectively. The prevalence of quit daily and quit increased with age whereas attempt to quit decreased with age. Prevalence of cessation was highest among the group who were asked about smoking tobacco by health care providers. Some determinants of quit daily and quit include age, area, and knowledge of illnesses caused by smoking. There was no association between attempt and intend to quit with any socio-characteristic except for area. People in rural area were 2.1 and 1.7 times more likely attempt to quit and intend to quit than those in urban area, respectively. Conclusion: The GATS Vietnam 2010 showed that the prevalence of cessation in Vietnam was low. Quit daily and quit had association with age, area, knowledge about the top three consequences of smoke. People in rural area were 2.1 and 1.7 times more likely attempt to quit and intend to quit than those in urban area, respectively.
INTRODUCTION
Tobacco use was a major preventable cause of death in the world. Although many prevention attempts were made, the prevalence of tobacco smoking was still high in many countries. A study in the US indicated that four of the five hypothesized predictor variables had a significant relationship with intention to quit tobacco: gender, age, treatment modality, and smoking pattern. Age and gender demonstrated the strongest relationships to intention to quit smoking [1] . Results from another research suggested that parents' early smoking cessation has a long-term influence on their adult children's smoking cessation [2] . The majority of smokers made quit attempts without the benefit of proven behavioral or pharmacological treatments. Efforts were needed to increase use of smoking cessation treatments among all smokers, particularly combining treatments. Females, whites, older, more educated and wealthier smokers were more likely to adopt treatment in a quit attempt, as were more nicotine dependent smokers. Females were more likely than males to use behavioral treatments [3] .
In Vietnam, current smoking prevalence estimates were 49.2% or higher among men, but less than 2% among women. Among male smokers in [2001] [2002] 69 .1% smoked cigarettes only, 23.2% smoked water pipe tobacco only, and 7.7% reported using both products. 63% of households had at least one smoker. 71% of children under age 5 lived in households with at least one smoker [4] . In 2003, nearly 60% school-attending youth reported being exposed to secondhand smoke at home [5] . The prevalence of cigarette smoking among students was 3.3% overall. The prevalence of smoking among male students (5.9%) was higher than that among females (1.2%) [5] .
This study aims to:  Describe the pattern of quit daily and quit smoking in 
METHODS
Data used in this paper were obtained from the Global Adult Tobacco Survey (GATS) conducted in Vietnam in 2010. The GATS was a household survey that was launched in February 2007 as a new component of the ongoing Global Tobacco Surveillance System (GTSS) [6] . The GATS in Viet Nam was designed to be a nationally representative survey of all non-institutionalized men and women age 15 and older who considered Viet Nam to be their primary place of residence.
A total of 11,142 households were selected for this survey using a two-phase sampling design analogous to a three-stage stratified cluster sampling. The standard GATS questionnaire was designed to collect data on adult tobacco use and key tobacco control measures, including: 1) Tobacco use prevalence (smoking and smokeless tobacco products); 2) Second-hand smoke; 3) Cessation; 4) Knowledge, attitudes and perceptions; 5) Exposure to media; and 6) Economics. GATS questionnaire has been adapted to Vietnamese context and the final version of the questionnaire is approved by the GATS Questionnaire Review Committee for full survey.
Data collection was done by the General Statistics Office (GSO), under the co-supervision of the World Health Organization in Vietnam, Vinacosh and Hanoi Medical University. There were 26 data collection teams involved in GATS Vietnam 2010. Each team consisted of one team leader and 4 interviewers to ensure close supervision and collection of high quality data. They had computer skills and previous experience in conducting of GSO household-based surveys, especially GSO healthrelated surveys. In addition to the qualifications needed for interviewers, team leaders for the GATS were experienced in using computers and handheld (iPAQ) devices and had previous experience working with local authorities.
Handheld computers were used for capturing data. Each interviewer and team leader had one iPAQ. A real case file containing addresses and names of the households assigned to the interviewer was preloaded in the iPAQ prior to the field work. All the responses were entered in the iPAQ, with the help of a stylus for touching the key-pad on the screen. Data collection was conducted from 22 March 2010 to 13 Attempt to quit: Percentage of adults who smoked tobacco during the past 12 months and tried to quit during the same period.
Numerator: Number of current tobacco smokers who tried to quit during the past 12 months and former tobacco smokers who have been abstinent for <12 months.
Denominator: Total number of current tobacco smokers and former tobacco smokers who have been abstinent for <12 months.
Intent to quit: Percentage of current tobacco smokers who are planning to quit or thinking about quitting.
Numerator: Number of current tobacco smokers who are planning or thinking about quitting smoking within the next month, 12 months, or eventually.
Denominator: Number of current tobacco smokers. Intent to quit: Percentage of current tobacco smokers who are planning to quit or thinking about quitting.
Denominator: Number of current tobacco smokers. Table 2 presented the pattern status of smoking cessation by different demographic characteristics. In general, most types of cessation (quit, attempt to quit and intend to quit) among male population were higher than that in the female population: 19.1% vs 1.0% for quit; 55.6% vs 44.4% for attempt to quit; and 29.6% vs 19.3% for intend to quit; however, male was lower than female for quit daily (23.3% vs 28.6%). Attempt to quit had the highest prevalence for both male and female group while quit had the lowest.
Cessation and Demographic Characteristic
The prevalence of all types of cessation smoke was also higher in the rural population compared to the urban population (22.6% vs 23.9% for quit daily; 9.2% vs 10.1% for quit; 51.9% vs 56.7% for attempt to quit and 25.7% vs 30.8% intend to quit). The percentage of the different types of quit was also higher among Kinh people than that in the other ethnic groups. Concerning marital status, the study found that there was no specific trend. The highest prevalence for quitting smoking was among the separated group (15.7%), and lowest was among the single group, while quit daily had highest prevalence among the divorced group (41.2%) and lowest among the single group (10%). Attempt to quit and intend to quit was highest among the single and widow groups (36.8%). Looking deep into different age groups, we can see that the prevalence of quit daily and quit increased with age from 2.8% and 6.4% for 15 -24 year old up to 19% and 52.5% for >64 year old group while the attempt to quit decreased with age from 60.5% for group 15 -24 to 47.7% for group > 64 years old. There was no significant difference between groups in intend to quit. The highest prevalence was observed among the youngest group (15 -24) and the lowest among oldest group (>64) with 34% and 22.5%, respectively. Figure 1 showed that the trend of all kind of cessation increased by education level. It meant that higher education level had higher concern in cessation. The primary education or less had lowest percentage of quit daily and quit (20.2% and 8.2%) while this number in the college and above group was (31.5% and 15.9%). There was a similarity in intend to quit in upper secondary, college and above groups (around 40%). The attempt to quit was similar among the last three groups (56.2%; 59% and 56.2% for lower secondary, upper secondary and college respectively), while this number among the primary education group was 46.1%.
This study indicated that the manager and officer workers had highest prevalence of all kind of cessation and the forestry/fishing had lowest prevalence of all kind of cessation. Quit daily was highest prevalence in office worker group (44.7%), followed by the group of managers/professional (32%); then service/sales and farming (27.3% and 21.3%). Forestry/fishing was a group with lowest prevalence of quit daily (6% only). Quit was highest among manager/professional (17.5%), followed by officer worker (13.6%) and construction and mining (12.3%) then farmer (10.4%) and services/sales (10.1%); the lowest prevalence belonged to the group of production/driving (8.8%) and forestry/fishing (7.0%). Attempt to quit was highest among group of officer worker (66.7%); followed by construction/mining group and manager group (60.5% and 60.3% respectively). The lowest prevalence of attempt to quit belonged to forestry/fishing as well. The same trend also observed for intend to quit. The highest prevalence was officer worker and manager groups (41.4% and 42.2% respectively) while in the forestry group this prevalence was 17.8%. Figure 2 shows that the prevalence of cessation was highest among the group of asked about smoking tobacco by health care providers (34.9%) followed by the group with care provider's advice to quit tobacco smoking (29.7%) and lowest prevalence of cessation was belong to the group visited health-care providers. This means that the interaction between health care providers and smokers is affecting the cessation status. top three consequences of smoking had 1.7 times higher prevalence of quit daily than people who did not know. Logistic regression also showed that educational level, job, ethnicity, marital status, region, have no association with the quit group. Gender, age, area, knowing about the top three consequences of smoking and knowing about danger of the SHS had an association with quit smoking. Quit smoking increased with age group. People at age group 25 -35; 35 -45; 45 -55 and >55 had quit prevalence at 2.6, 4.4, 5.3 and 8.4 times, respectively, higher than age group of 15 -25. Female group had prevalence of smoking equal to 0.034 of that in male group. Rural area had 1.4 times higher in quit smoke than that in urban. People who knew about the top three consequences of smoking had 1.4 times higher in prevalence of quit smoke than people who did not know and people who knew about the dangers of the SHS had 1.2 times higher in quit smoke than people who did not know. Except for area characteristic, there was no association between attempt to quit with any characteristic. Rural people attempted to quit 2.1 times more than urban people. The same results observed for intend to quit, except for the association between areas with intend to quit, there was no related socio-demographic factors found. Rural people have 1.7 times higher in intend to quit than urban people.
Cessation and Health Services

Determinant Factors of Cessation
DISCUSSION
It was interesting that except for quit daily, the prevalence of quit, attempt to quit and intend to quit among male population was higher than that in the female population study: 19.1% vs. 1.0% for quit; 55.6% vs. 44.4% for attempt to quit and 29.6% vs. 19.3% for intend to quit. Attempt to quit was highest prevalence for both male and female group (55.6% and 44%) while the lowest one was quit (19.1% and 1% for male and female respectively). When we looked at the logistic regression, there was only one association between gender and quit, the prevalence of quit among female was only equal to 0.034 of that in male group. Hackshaw L et al mentioned in their study that "there were no significant differences in these quit attempts with regard to gender, socio grade or cigarette consumption" [7] . However, another study among in-school adolescents in Ukraine indicated that while male adolescents who received support on how to stop smoking from a family member were 7% less likely, female adolescents were 60% more likely to stop smoking. Furthermore, while male adolescents who received a lecture on the harmful effects of smoking were 10% less likely, female adolescents were 9% more likely to stop smoking [8] . In Viet Nam the situation may be different, for the Vietnamese culture, smoking among women was not popular and most smoking women had special circumstances, therefore it might be difficult for women than men to have cessation decision. On the other hand women might smoke fewer cigarettes than men, so they might think that the consequences were not as serious. Another study with 224 randomly interviewed patients, 64.3% were women with the mean age of 44.9. Rate of smokers was 17% (52.63% female). There were younger female smokers than male, but females smoked fewer cigarettes/day. Only half of the smokers were motivated to stop smoking [9] .
The prevalence of all kind of smoking cessation was also lower in the urban population compared to the rural population (22.6% vs. 23.9% for quit daily; 9.2% vs. 10.1% for quit; 51.9% vs. 56.7% for attempt to quit and 25.7% vs. 30.8% intend to quit). In the logistic model, the people from rural were at 1.8; 1.4; 2.8 and 1.7 times higher in quit daily, quit, attempt to quit and intend to quit than urban people. Our finding was different with the findings from Thailand GATS report. In Thailand, current smokers living in urban areas have higher rate of cessation than rural area [10] .
Data from this study indicated that the cessation prevalence increased with age. In the logistic regression, people at age group 25 -35; 35 -45; 45 -55 and >55 had quit prevalence at 2.6, 4.4, 5.3 and 8.4 times respectively higher than age group of 15 -25. This finding was also in line with the finding from the study in England in 2010 that there was a significant linear trend of quit attempt with increasing age [7] . A study in Japan also showed similar results that those smoking more cigarettes and who started smoking at a young age were less likely to stop smoking. Older age, physical activity, and participation in health checkups were associated with smoking cessation [11] . However, Solberg LI et al. indicated in their study that higher rates of smoking among young adults do not reflect less interest in quitting, fewer quit attempts, or less success in quitting compared with older adults [12] .
In this study, higher education has higher prevalence of cessation especially quit daily and quit. This was also the same findings as the GATS study reported in Thailand, which was mentioned in this report that current smokers with a university level of education had a higher rate of planning to quit within the next month (12.2%) compared to current smokers with a primary level of education (6.2%) [10] .
People who knew about the top three consequences of smoking had 1.4 times higher in prevalence of quit daily than people who did not know and those who knew about the dangers of the SHS had 1.2 times higher in quit daily than people who did not know. This meant that the knowledge of people regarding to the harmful effects of smoking affected their cessation status. Therefore it was necessary to pay more attention to increase the awareness of the community on the cause and consequences of smoking to encourage cessation. These findings also agreed with findings from other studies in Thailand and Japan [10, 11] .
In our study, the prevalence of cessation was highest among the group who were being asked about smoking tobacco by HCP (34.9%) followed by the group with HCP's advice to quit tobacco smoking (29.7%) and lowest prevalence of cessation belonged to the group visited health-care providers. It was difficult for most tobacco users to quit on their own and they would benefit from help and support to overcome their dependence. The WHO FCTC recommended in Article 14, "demand reduction measures concerning tobacco dependence and cessation" that Parties implement best practices to promote cessation of tobacco use and implement the treatment of nicotine addiction [13] . MPOWER also emphasizeed "offering help to quit tobacco use" and recommended three types of tobacco dependence treatment: 1) tobacco cessation advice incorporated into primary healthcare services; 2) easily accessible and free quit lines; and 3) access to low-cost pharmacological therapy [14] . Therefore it was necessary to have effective cessation services in cessation clinics and implementation of quit lines.
In Conclusions
The GATS Vietnam 2010 showed that the prevalence of cessation in Vietnam was low. Quit daily and quit had association with age, area, knowledge about the top three consequences of smoking. Rural people are more likely attempt to quit and intend to quit 2.1 and 1.7 times than urban people.
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